of clitoris and biopsies of nerve-resembling tissue were obtained for histologic analyses. Descriptive statistics were used for data analyses. RESULTS: Seventeen cadavers (ages 48 to 89) were examined. Length of clitoral body was 29 mm (range, 17-46 mm) and width was 7 (5-11) mm. Length of crura was 49 (25-68) mm and width at anterior aspect was 9 (5-13) mm. Glans was 9 (6-12) mm long and 4 (3-6) mm wide at its proximal portion. Closest distance from glans to urethra was 25 (14-37) mm and superior clitoral body to mid pubic arch was 27 (14-46) mm. Width of DNC at lateral crura was 3 (2-4) mm and at distal body was 1 (1-2) mm. Distance from DNC as it emerged from PM to mid pubic arch was 35 (20-48) mm and to posterior surface of PM was 19 (8-31) mm. The DNC and artery of clitoris coursed adjacent to medial surface of inferior pubic ramus surrounded by a dense fibrous capsule adherent to periosteum. They passed between PM and crura and emerged from lateral aspect of crura at the 10-11 o'clock position on right side and at 1-2 o'clock position on left, relative to the urethra (Figure 1) . Nerve and artery then coursed deep to dense connective tissue sheath, which was contiguous with the suspensory ligament and fascia of clitoris. Figure  2 depicts the orientation of DNC relative to the clitoral body as it coursed towards the glans. Histological examination of tissue biopsied confirmed presence of neural tissue in all specimens sampled. CONCLUSION: Precise knowledge of clitoral anatomy and associated neurovascular structures is essential to safely complete partial vulvectomies, clitoral and vulvar reconstructive procedures, anti-incontinence surgeries and repair of obstetric lacerations; it is also important in managing localized pain and evaluating sexual dysfunction. Though the DNC courses deep to dense connective tissue layers, inadvertent injury may occur in setting of deep dissection or suture placement. The DNC seems most vulnerable with surgical entry or lacerations that extend from the midline of the prepuce to the lateral surfaces of inferior pubic rami. 
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17 Impact of genital hiatus size on anatomic outcomes after mesh-augmented sacrospinous ligament fixation 
MATERIALS AND METHODS:
We performed a multi-center retrospective cohort study in women undergoing UpholdÔ mesh-augmented SSLF between 2010 and 2017. We compared three groups: 1) women with a wide GH pre-operatively and 6 weeks post-operatively ("Persistently Wide" [PW] cohort); 2) women with a wide GH preoperatively and normal GH 6 weeks post-operatively ("Improved" cohort); and 3) women with a normal GH pre-operatively and 6 weeks post-operatively ("Stably Normal" [SN] cohort). We defined a wide GH as ! 4 cm and a normal GH as < 4cm. Women were included if they had POP-Q exams from a pre-operatively and 6-week post-operative visit, and if the primary outcome could be assessed from a visit between 3 months and 2 years after surgery. The primary outcome was anatomic failure, defined as recurrent prolapse beyond the hymen or retreatment for prolapse with surgery or pessary. We performed a secondary analysis in which we compared the mean decrease in GH size from baseline to 6-weeks postoperatively between patients who received a posterior colporrhaphy/ perineorrhaphy ("posterior repair") vs those that did not. We analyzed our data with one-way ANOVA, chi-square, Kruskal-Wallis, and t-test, as appropriate. We performed logistic regression to evaluate for independent risk factors for anatomic failure. RESULTS: Within the study timeframe, 191 patients underwent an Uphold TM procedure, but only 97 women met inclusion criteria, which required a medium-term follow up visit for outcome assessment. In terms of GH group distribution, 13 (13%) were PW, 54 (56%) were Improved, and 30 (31%) were SN. Overall, mean age was 68 years (AE7.15), mean BMI was 28.36 kg/m 2 (AE5.34) and mean follow up time was 400AE216 days. There were no differences among groups in terms of comorbidities such as diabetes (p¼0.14) or concomitant procedures like posterior repair (p¼0.58). Composite anatomic failure did not differ between groups (PW 15.4%, Improved 11.1%, SN 10.0%, p¼0.88). These results were consistent when examining each vaginal compartment individually and when considering reoperation. On logistic regression controlling for baseline GH size and concomitant posterior repair, the odds of anatomic failure remained similar among all GH groups (p¼0.93).There was no difference in the mean reduction in GH between patients who received a posterior repair and those who did not (-1.48 cm vs -1.37 cm, respectively, p¼0.60). CONCLUSION: Though previous studies suggest that women with a persistently wide GH after native tissue vaginal vault suspension or robotic sacrocolpopexy are at increased odds of anatomic failure, a persistently wide GH did not appear to predispose patients to anatomic failure after UpholdÔ mesh-augmented SSLF. These results may be limited by a small sample size.
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OBJECTIVES:
To compare the effect of onabotulinumtoxinA versus placebo injections to the pelvic floor in women with myofascial pelvic pain.
MATERIALS AND METHODS:
This was a double-blind, randomized, placebo-controlled trial in women with myofascial pelvic pain. Women !18 years were eligible if they reported pain !6 on a 10-point visual analog scale (VAS) !50% of the time and had pain on palpation !6 on the VAS in !1 of 6 pelvic floor muscle groups. Participants were randomly allocated to a pelvic floor injection of 200 units of onabotulinumtoxinA or 20 mL of saline. All participants started 8 weeks of physical therapy 4 weeks after the injection. Participants completed validated questionnaires at baseline, and 2, 4, and 12 weeks after injection. At each of these visits, a urogynecologist who was blinded to treatment arm performed a clinical examination with palpation of the left and right sides of 6 pelvic floor muscle groups. The primary outcome was change in patient-reported pain on palpation at 2 weeks. Analyses were intention-to-treat. RESULTS: Sixty women were enrolled and randomized. One participant in the placebo group was lost to follow-up. The groups were similar with regard to baseline demographic and clinical characteristics. With regard to the primary outcome, there was no significant difference between the intervention and placebo groups in the change in patient-reported pain on palpation at 2 weeks for any muscle except for the left coccygeus. There were no significant differences in patient-reported pain on palpation for any muscle group at 4 or 12 weeks. However, at 4 and 12 weeks, participants in the intervention group reported greater declines in overall pelvic pain on the VAS compared to the placebo group, though these differences were not statistically significant (both p¼0.16). Using the Patient Global Impression of Improvement index, participants in the intervention group were more likely to report their symptoms were improved at 4 and 12 weeks compared to the placebo group, though this difference was significant only at 4 weeks (p¼0.03 and p¼0.10, respectively). At 2 weeks, the placebo group had a significant improvement in the Pelvic Floor Disability Index score compared to the intervention group (p¼0.01); however, this difference did not persist at 4 and 12 weeks (p¼0.19, p¼0.11). At 2 weeks, the most common adverse event was constipation in the intervention (36%) and placebo (25%) groups. This was followed by urinary incontinence in the intervention group (22%) and urinary tract infection (9%) in the placebo group. CONCLUSION: Pelvic floor onabotulinumtoxinA injection for myofascial pelvic pain was not more effective than saline injections at decreasing muscle pain on palpation. Despite this, participants who received onabotulinumtoxinA were more likely than those who received saline to report that their overall pelvic floor pain improved at 4 and 12 weeks.
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